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The facility must conduct initially and perlodically
| @ comprehensive, accurate, standardized

' reproducible assessment of each resident's
 functional capacity,

A facility must make a comprehensiye
assessment of a resident's needs, using the
resident assessment Instrument (RAJ) specified
by the State, The assessment must includa af
least the foliowing:
ldentification and demographic information;
Customary routine;
Cogaitive paiterns:
Communization;
Vislon;
Mood and behavior patterns;
Psychosoclal well-being;
FPhyslez) functioning and structural problems;
Continencs;
Disease dlagnasis and frealik conditions;
Dental and nutritianai status:
Skin cenditions;
Activity pursuit;
Medlcations;
Special freatments and procedures;
Discharge potential:
Dacumentafion of summary information regarding
i the additional 2ssessment perfarmed on the care
areas triggered by the compleflon of the Minlmum
’ Data Set (MDS); and
Documentation of participation in assessment,
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F 272 4-33.20{[:){1_) COMPREHENSIVE F Fa2r2| a, Resident #9 & #14 1111111 )
§8=D, ASSESSMENTS comprehensive assissment N~

did not include periodic

side rail assissments, A
current zide rail assess

ment was provided on

Resident #9 & #14 on 10-24-11
by » RN,

B. Allin house resid ntsg
were reviewed on 11-9-11
utilizing the side rail |
assessment form by . .
+RN. No adverse

outcomes were reported for
£ff
11

use of side rails in the
facility. The nursing st
was inserviced on 11-1-2
& 11-3-2011 regarding [
comprehensive assessmentg/
side rail assessments by

DON. Content of
inservice included Side
rail assessment on admisgion,
side rail orders and periodic
assissment with COS, quagrterly
and annual MDS,

C. Nursing staff was
inserviced by ; DDn
on 1T1-1-2011 & 11-3-11
through sharing of surv
results and plan of corr ction
regarding process changels

for side rail assessmentls

and use of side rails, i

LABORATORY DIREGTOR'S O%WDERISUF‘PUER REPRESENTATIVE'S SIGNATURE
/_X . f Ql/\eno

TIVLE (X5) PATE
ﬁm,‘af&%’m}or’ ; ;[: /I /

Any defici 3
olher safaguard
following the date of survey

g LJ
tament ending with an asterigk {*) denotes a deficiensy which the Institution may be excused from cormecting providing it is determibed that
provide sufficiant protection to the patlents. (Sae Inatructions.) Except for nursing homes, the findings stated above are dis¢losable 80 days
whether or not a plan of comertion js pProvided. For nursing homes, tha abaye findings and plans of correction ara disclesable 14

days following the date thess documents are made availzbls 1o the faclity, if deficlencies are cited, an spprovad plan of coraction is iequisite to continued

program participation.
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PREFIX
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= COM(-"?&E}?‘IGN
PREFI% il

TAG

F 272 Confinued From page 1

This REQUIREMENT is not mst as evidenced
by:

Based on medical record Teview, chservation,
review of facility policy, and interview, the facility
i | failed to perform periodic assassments for the
J use of side rails for fwo (#8, #14) of three

residents reviewed from twenty-eight residents
using sideralls,

The findings Included:

Resident # 9 was readmitted to the facility an
i September 21, 2011 » With disgnoses Including
status post Left Totg) Hip Arthroplasty, status post
Revision of Left Tofa) Hip Arthroplasty, Atrial
Fibrilistion, Gournadin Therapy, and Sick Sinus
Syndrome with Permanent Pacemaker.

Review of the Minimum Data Set (MDS) dated
September 28, 2011 + revealed the resident

| required extensive assistance with bed mablitty,
transfers, and moderate to extensive assistance
with activities of daily living.

Medical record review of Physician's orders dated
September 21, 201 1-December 20, 2011,
revealed "...Side rajl use is optional per patient
preference. This is not a restraing,.

Continued medical record revisw revealed ng
| documentation of a side rail assessment,

Review of facility policy "Proper Use of Side
Rails" revealed, .3, An assessmant will be
! made (o determine the residents symptoms or
L |i reason for using side rails. When used for

F272| D. Quality assurance ill
-audit and monitor every 3
months X 2 for compliance

and PRN for use of resident
side rail assessment forml

on admission, quarterly,
COS, and annually to comply

with FP-272 guidelines,
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STREET ADDRESS, GITY, STATE, ZIP CODE
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{EACH DEFIGIENCY MUST BE PRECEDED BY FyLL
REGULATORY OR LsG IDENTIFYING INFORMATION)

(X4 ID
PREFIX
TAG

I PROVIDER'S FLAN QF CORRECTION

FREFIX {EACH CORRECTIVE ACTION SHOULD BE

TAG CROSS-REFERENCED ToO THE APPROPRIATE
DEFIIENGY) -

{
c D-\EPT.?T]GN
DATE

Continued From page 2

F 2?‘.2!’
: mability or transfer, an assessment will include 2
review of the rasident's bad mobility and ability to
change posliions, transfer to and fram bed or
chair, and to stand and ftoilet., "
Observation of the resident on October 18, 2011,
at 7:30 a.m:, and October 20, 2011, at 7:30 a.m.,
| revealed elevated hilatera] upper half side rails,
when the resident was in bed, Continued
observation on Octaber 18, 2011, at 10:30 a.m,,
revealed ths rails wera lowered when the resident
was not in beq,

Interview with the resident an October 20, 2011,
at 3;50 p.m., at the secand floor nurse's Station,
révealed the resident used the rails as an
assistive device, "._ ] yse them to help me move
in the bad at night, they let them down during the
, | day,,.”

’ Interview with the Diractor of Nursing, on October
120, 2011, at 1:50 p.m., in the conference reom,
 revealed “...On admiesion, the admission nurse

' does an initlal side rail assassment; the resyits
are entered into the I-MAR (electronlc medical
documsntatian} and prinfed. as a physician's

| order. Thare is nio assessment form retained in
Assessments are done on admission,
readmission, and at a significant change of the
resident. Thera are no routine reassessiments, "

Interview with the Charge Nurse Reglstered
Nurse (RN #1) an October 20, 2011, at 3:50 p.m,,
at the second floor nurses station, confirmed
there was no documentation the side rail
assessments had been completed.

|

[

|

F272

l
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NAME OF PROVIDER OR SUPPLIER
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<4y 1D SUMMARY STATEMENT OF DEFIGIENGIES
T REGULATORY OR LSG IDENTIFYING INFORMATION) YAG

10
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX

PROVIDER'S PLAW OF CORRECTION
{EACH CORRECTIVE ACTION SMOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

(%5} r
COMPLETION
DATE

Resident #14 was admitied to the faciiity on J

| March 28, 2001, with diagnoses including Multipls
| Sclerosis, Despressian, Anxiety, Agitation, and
| Haliucinations,

Review of the Minimum Data Set dated July 8,
[ 2011, revealed the resident was fotally dependent
 on the staff for all activitiss of daily living.

i Medisal record review of the Weekly Nursing
Summaries for Juiy-October 201 1, revealed the
resident was “totally dspendent” on the staff for

i "moving to and from lving position, turning side to
side, angd positicning while ih bed."

Medical record review revealed no curent
documentation of assessment for the use of sige
rails.

Observation on Octobar 20, 2011, at 725 a.m,
revealed the rasident In bed with both of the
upper side rails In the ralsed positlon.

Inerview with the second floor Charge Nurse
{Registerad Nurss #1} an October 20, 2011 , at
8:03 a.m., revealed the resident liked to have ths
stde ralls In the raised position, and verified the

; rails “could be restrictiva if the fesident wanted to
extend o straighten the arm." Continued
intervisw confirmed the facility failed to assesg
for the use of side raijls.

§8=D | COMPREHENSIVE CARE PLANS

A facility must use the rasults of the assessmant
fo develop, review and reviss the resident's

L

|
F 272 | Continued From page 3 F 272’ ‘

F 2?9f 483.20(d), 483.20(k}{1) DEVELOP i F279 MMA111)

o R

[
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(<4)3D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S FLAN OF CORREGTION [
PREFX {EAGH DEFICIENCY MUST 88 PREGEDED gy Fla|, PREFIX (FAGH CORRECTIVE ACTION SHOULD BE COMPLETIaN
TAG REGULATORY R Lsc IDENTIFYING INFDRMATIDNJ TAG CROBS-REFERENGED TO THE APPROPRIATE BATE
i DEFICIENCY) [
F 279 | Continued From page 4 F278] A, Resident #9 comprel-

comprehensive plan of cara,

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timstables fo meet a resldent's
medical, nursing, and mental and psychosocial
needs that are identifisd in the comprehensiva
4SSESsment.

The care plan must describe the services that ara

to be furnished o attain or rnaintain the resident's

highest practicabla physical, mentai, and

! psychosocial wall-being ag required under

§483.25; and any services that would otherwise

be required under 8483.25 but are not provided

| due to the resident's exercise of rights under

i §483.10, Including the taht to refuse treatment
under §483.10(b){4).

This REQU IREMENT is not met as evidencad
by:

Based on medical recard review, observation,
facility policy review, and interview, the facility
failed to develop a care plan to address the use
of side rails for one (# 9) of thies residants
reviewad of twenty-gight residents using slde
rails; and failed to develop a care plan to address
the use of the psychoactive drug Seroquel for one
(¥#14) of faur residents reviswed for the uyse of
psychotropic medications of thirty-three restdents
in Stage 2.

The findings Included:

| Resident# 9 was readmitted to the feclityon |
| September 21, 2011, with diagnoses inciuding
l' status post Left Total Hip Arthroplasty, status post;

hensive care plan did not:
include use of siderails,
The care plan was updated| on
10-24-11 to include use o
side rails as an assistiv
device wer patient requesF
by . (RY. Resident

#14 comprehensive care F
f

plan did not include use
antipsychotic medication,

The care plan was updated

on 10-24-11 to include us

of antipsychotic drugs wifh
monitoring of toward and
untoward effects by .

RN, |
J
B. Starting on 1T1=9-1
all residents care plans will

include use of-side rails per
assessment outcome by the
care plan coordinators or

any licensed nurse. No
adverse outcomes were found
from omission of side raifls
to the care plans. All L
residents receiving antipgychoti
drugs care plans were :
reviewed by the licensed
nursing staff anpd found
to be in compliance go no
adverse outcomes were fouFd

from omission of antipsychotic
drugs to the care plans.
The nursing staff was

FORM GMS-2557(02.98) Previous Versions Obsofets Event ID:JIECT
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Revision of Left Total Hip Arthroplasty, Atrial
Fibrillation, Coumadin Therapy, and Sick Sinus
Syndrome with Permanent Pacemaker. !
Medical record review of Physician's orders dated
September 21, 2011-December 20, 2011,
revealed "...Side rail use is optiona per patient
preference. This is not a restraint, "

Medical record review of the Care Pian dated
October 11, 2011, revealed no dotumentation of
the use of side rails as an assistive devige,

Observation of the resident on October 18, 2011,
at 7:30 a.m., and October 20, 2011, at 7:30 am.,

revealed elevated bllateral upper half side rails,
when the resident was in the bed. Continuad
observation on Qctober 18, 2011, at 10:30 a.m.,
revealed the rails were lowered when the resident
was not in the bed.

Review of facliity policy “Proper Use of Side
 Rails” revealed, “...4, The use of side rails as an
| assistive device will be addressed in the resident
i care plan,,."

Intervisw with the resident on October 20, 20171,
at 3:50 p.m., at the second floor nurse's staffon
revealed the resident used the ralls as an
assistive device "...1 use them to help me move in
 the bed at night, they let them down during the

j dEY¢|¢:I

Inferview with Registerad Nurse (RN #1) on
October 20, 2011, at 4:00 p.m,, in the sscond
floor nurses station, confirmed the use of side
rails as an assistiva devica was not addrassad on
ths resident's Care Plan.

STATEMENT OF DEFICIENGCIES {1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFIGATION NUMBER: COMPLETED
A BUILDING
445415 raine 10/21/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
T 120 CAVETT HILL LANE
NHC HEALTHCARE, FARRAGU KNOXVILLE, TN 37922
SUMMARYSHHEMENTOFDEHGENCES (4] PROVIDER'S PLAN OF CORRECTION {%5)
,9?}5’#& {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE omg%nm
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFEREIggFEfg ;ng%E APPROPRIATE A
F 279 Continued From page § F27¢ inserviced by + e Do N on

11-1-2011 & 11-3~2011
regarding updating the care
Plans with use of side rajls
if needed and use of
antipsychotic drugs.

G Nursing staff wag
inserviced by yDON on
11-1=2011 & 11-3-11 through
sharing of Survey resultg
and the plan of correction
regarding updating compre
hensive care plans as nec ssary,

D. Quality assurance 1.1,
audit and monitor every 3 |--v
monthe X 2 and PRN for
compliance to ensure thatdi<:
side railg if needed and
antipsychotic drugs are

care planned to comply witth
F-279 quidelines.
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SUMMARY STATEMENT OF DEFIGIENGIES e | PROVIBER'S PLAN OF CORREGTION

(EAGH DEFICIENCY MUST BE PRECEOED BY FULt FREFIX (EACH CORRECTIVE ACTION SHOULD BE

REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRQSE-REFEREN&:D 70 THE APPROFRIATE
PEFICIENGY)

{%4) 1D
PREFIX
TAG

[ cnulgf."éﬂcﬂ
DATE

Fa7a F2rg

Continued From page 8

Resident #14 wag admitted o tha facility on
March 28, 2001, with diagnoses including Multiple '
| Sclerpsis, Depression, Anxiely, Agitation, and

Hallucinations,

i Observation on October 20, 201 1, at 10:38 am,,
revealed the resident pleasant and in the reclining
| Geri-chair In the roam,

|
Medical record review revealed a physician's

order written Septemb
12.5 milligrams (an an

er 29, 2011, for Seroquel
ti-psychotic) every evanlng.

Review of the medication administration record }
revealed the medication was administerad as
ordered.

' Review of the current care plan revealed ng
| documentation of the yge of the drug Seroguel,

Interview at the 2nd flopr nurses' station with
Registerad Nursa (RN) #1 on October 20, 2011,
at8:51 a.m., confirmed the facility failed to
develap a care plan for the use of tha

| Psychoactive drug Seroqual.

deT N
F 334 [ 483.25(n) INFLUENZA AND PNEUMOCOCCAL '

Q 11@,’

F 334
§S=D | IMMUNIZATIONS

4

that ensure that —
() Before offering the influenzg immunization, |
| each resident, or the residents legal - r

Tha facility must develop policies and procedures {

representativa receives education regarding the
! benedits

and potential side effects of fhe ' {

FORM CMS-2567(02-93) Pravious Versions Obaslens Event ID; JIECT1 Faclfity ID; TN4716 If continuatlon steet Page 7af 15
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%4y Ip SURMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION *5)
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DEFICIENCY) [
F 334 | Continusd From page 7 F334|A. Resident #56 received

immunization; the flu immunization on -
(il Each resident is offered an influenza 10-20-11 by RN
immunization October 1 through March 31 and was monitored through-
annually, unless the immunization is medically out the 48 hours post
ponfralpdicateqlor the resident has already been immunization by nursing staff
Immunized during this time pariod; with the omission of one
(il}) The resident or the resident’s legal -2y
representative has the epportunily to refuse tem.peratu:.re i ?p_ 7? on 10-20-11,
Immunization; and Dur:.ng tl}ls menitoring pe llod
(v} The resident's medical record includes 20 negative outcomes were
documentation that indicates, at a minimum, the found.
following:

(A) That the resident or resident's legal B. As of 11-7-11 all
fepresentative was provided education regarding residents who receive the

 the bsqeﬁtfis and %otential side effects of influsnza flu immunization in the

mmunization; an: facility will hav

(B) That the resident either received the tempera{ure ionftﬁrﬁgeiich

influenza immunization or did not recalve the

; o : shift X 48 hours Per polidy
Influenza immunization due o medical -
contraindications o refusal, No adverse outcomes were

found or reported related |to

| The facllity must develop policies and procedures administration of £lu immy ni-

' that ensure that zation and no febri le epigodes
i) Before offering the praumococeal have been reported post
immunization, sach resident, or the resident's immunization, The nurg ind

‘ legal representative receives education regarding staff was inservi ced by . F
the benefits and potential side effects of the DON on 11-1-2011 & T1-3-2u11
immunization; b "

! 3 regarding the "Influenza nd
(if) Each resident is offered a pneumocaceal Pneumococcal Immunisz ation |~

immunization, unless the Immunization js
medically contraindicated or the resident has
already been Immunized:

Record". This includes
immunization history, edudation

(iii) The resident or the resident's legal provided, administration |
representative has the oppotiunity to refuse record and post immunization
immunization; and monltoring.

(V) The resident's medical record icludes

documentation that indicatad, at 2 minlmum, the (ge Nursing staff was -

following: | ingerviced by DON (on

L
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NHC HEALTHCARE, FARRAGUT
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(%4} ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF GORRECTION (5]
PREEK {EACH PEFICIENCY MUST BE PRECEDED BY FULL, FREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG l REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cRoss-REFEREggég[EQgHE APPROPRIATE OATE
: NGY)
F 334 Continued From page § F334] 11-1-2011 & $1-3-11 through
(A) That the resident or resident's legal sharing of survey results

representative was provided education regarding and plan of cor rection
the bensfits and potential side effects of regarding immunization
Pheumococeal immunization: ang protocol.

| (B) That the resident either received the .

| Pneumococcal immunization or did not receive D, Quality assurance

| the pneumococeal immunization due to medical will audit and monitor
()25 a0 Shommmive k1 an assosemen e gy Benths' X 2 ang

' B n N

and practitioner recommendation, a second i FRN for Corélpj.‘lanc‘? tgi
pneumacoccal immunization may be given after 5 chsure post immunization
years following the first pneumogocoal temperatures are being
immunization, unless medically contraindicated of taken and documented per
the resident or the resident's legal representative policy to comply with F-334
refuses the second immunization, guidelines.
This REQUIREMENT s not met as evidenced
by;
Based on medical record review, review of facflity
policy, and interview, the iacility failed to ensure
the medical record included documantation the
resident was provided education regarding the
benefit and potential side effects of the Influenza
Immunization for one (#58); and failed to obtaln

the temperature following immunization for one
(#56) of five residents reviewed for Immunization.
The findings included:
Resident #56 was admitiad to the facility on

) September 13, 2011, wlth diagnoses Including
Rehabifitation after Knee surgery.
Medical record review revealed the resident
received the influenza immunization on October

FORM CMS-2567(02-59) Previous Verslans Obzslete Evant ID: JIEC{1 Fecllity ID; TN4T18 f continuation sheast Page 9ofi5
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Medical record review revealed no documentation
of education regarding the benefit and potentlal
side effects of the inffuenza immunization,

Interview with the Infection Control Officer and
the Dlrector of Nutsing in the s=cond fioor activity
room on October 21, 2011, at 8:51 a.m.,
confirmed the facility failed to document
education regarding the Immunization,

Review of the facility policy (un-numbered)
revised QOctober 1 + 2008, titled infection Control
Manual, revealed, .., The following 48 hours after
vaccination Nursing is responsible for checking
patient temperature every shift.” (The facility
nursing shifts are 12 hours fram 7-7.)

Review of the medical record revesled no

documentation the resident's temperaturs was

obtained after the injection untif the 7AM shift on
i Ociober 21, 2011,

Interview with the Infection Control Officer and
the Director of Nursing in the second floor activity
room on October 21, 2011, at 8:51 a.m.,
confirmed the facility failed to follow tha facility
policy fo abtaln temperature on residents afier the
immunization,

483.60(b), (d), (=) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The faciiity must employ or obtain the services of
a licensed pharmacist who esfablishes a system
of records of receipt and dispositien of all
 controlled drugs in sufficient detail o enable an

| accurate reconcifiation; and determines tha drug

F 334

F 431

11711111
b

Py,
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records are in order and that an account of all

controlted drugs is maintained and periodicalty
meconciled,

» Drugs and blologieals used in the facility must be
labeled in accordance with currently accepted

professional principles, and include the
appropriate accessory and cautionary

| Instructions, and the expiratlon date when

]' applicable,

40 | SUMIMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTIoN £ e ]
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED by FuLL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMBLETION
TAG REGULATARY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
F 431 Continued From page 10 F43{| A. On 10-17-11 the fapility

In accordance with State and Federal faws, the
facility must store ali drugs and blologicals in
locked compartments under propsr femparature
controls, and parmit only authorized personne| {o
have access to the keys.

[ The facility must provide separately looked,

| Permanantly affixed compartments for storage of
controlled drugs fisted in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to

| abuse, excapt when the facllity uses sigle unit

| package drug distribution systams in which the
quantily stored Is minimal and missing dose can

be readily detectad.

This REQUIREMENT is not mat as evidenced
by:

Based on observation and interview, the faciiity
failed fo ensure stock medications assigned for
resident use were malntained within the
manufacturer's expiration data in one of fwo
meadication rooms.

The findings included:

disposed of the expired
acetaminophen suppositoripks
immediately. Replacement
suppositories were orderef
on 10-17-11 and expiratioh
date was.reviewed. The
consultant pharmacist. 3
was notified by .DO

of this finding un 10-20-111,

B. No adverse outcomels
were found related to '
expiration of acetaminophen
Suppositories, The nursi g
staff was inserviced by .
(DON on 11-1-2011 & |
11-3-2011 regarding chec ing
for expiration dates on rugs
and the consultant pharmgcist
was inserviced on 10-28-11.

C. Nursing staff wasg
inserviced by ;DO
on 11-1-2011 through 11-
through sharing of surve
results and the plan of
correction to checking for
expired drugs,

D, Quality assurance
willaudit every 3 months

X 2 and PRN for compliande
and the consultant pharmacist
will monitor every month

for compliance of medication

FORM CMS-2557(02-99) Pravigus Versions Obsolele Evant |D: JIEC1{
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F 431 Continued From page 11 F431| and to comply with F-431
| guidelines,
Observation with the Charge Nurse on Ociober
17, 2011, at 10:00 a.m., in the first fioor
medieation room revealed thirty-five, 650
 milligrarm, acetaminophen suppositories
designated as stock medications for resident use
wera out of date. Confihued observation revealed
the expiration date on the suppository packags
was March 2011,
Interview with the Charge Nurss on October 17,
i 2011, at 10:00 a.m., in the first fioor miedicafion =
i room confimmed the medication had expired. -~ )
F 441 | 483,65 INFECTION CONTROL, PREVENT F 441 111114
$8=D | SPREAD, LINENS '\J
The facility must establish and maintain an
Infection Contral Program designed to provide a
safe, sanitary and comfortable ahvironment and
1o help prevent the development and transmission
of diseasa and infaction.

{a) Infection Controf Program
The facility must establish an Infection Contral
Program under which it -
{1) Investigates, controls, and prevents infactions
in the facility;
(2) Decides what procedures, such as Isolation,
should be applled to an individual resident: and
(3) Mzintzins a record of incidents and corractive
acfions ralated to infections,

(b} Preventing Spread of Infection

(1) When the Infection Control Program

| determines that a resident needs isofation to

] prevent the spread of infection, the facility must
isolate the resident,

[ (2) The facility must prohibit employees with a }
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F 441 | Continued From pags 12 F441{ A, Resident #9 oxygen|s
: communicable disease or infected skin lesions tubing/nasal cannula and
fram direct contact with residenits or their foad, if humidification bottle was
direct contact will fransmit the disease, immediately replaced on
(3) The facility must require staff to wash thair 10~18-11 by .RN an
hands after each direot resident contact for which labeled accoraing to NHC!
hand washing is indicated by accepted sol licy.LPN was informed
professional practice, Aerosol policy. a
and reeducated to correct
(¢} Linens medication procedure ~and .
Personne! must handle, stors, progess and infection control guidelines
transport linens so as to prevent the spread of at time of occurrence by
infection, , RN-CC and
again on 10-21-11 by .
DON. |
g;is REQUIREMENT is not met ag evidenced B. These two occurrences
Based on observation, review of facility policy, were reported Lo the ‘
| and interview, the Facilty failed o il Becn Infection Control Team oq
control guidelines for the use of oxygen 1 0—2¢_1—1 1, '}“he nursina staff
| equipment, for one resident (#9) of forty residents was ingserviced by DON
 observed, and failed to administer medications in on 17-1-2011 & 11-3-2011
a sanitary manner, for ane tesident (#539) of fen regarding aerosol policy |and
residents observed for medication administration. infe¢tion control: guidelines
; related to medication
The findings included: administration. No adverde
Resident# 9 was readmitted to the facillty on EUtCEmESHWﬁE N ﬁouf;ﬁ Eirte iy fom
September 21, 2011, with diagnoses inciuding 0 oxpge . 19 E :
1 vieolation during
status post Left Total Hip Arthroplasty, status post control ; o
Revision of Left Total Hip Arthroplasty, Atrial medicat ion administration,
Flbrillation, Coumadin Therapy, and Sick Sinus The nursing staff was algo
Syndrome with Permanent Pacamaker. inserviced on 11-1-11 &
11-3-11 by RN,
Observation on October 18, 2011, at 10:30 anm, Infection Control Nurse
in the resident's room, revealed an oxygen regarding infection contzol
concentrator. The humidity bottle was dated practices, !
| '9/26/11." The nasel cannula tubing was coiled ’
|
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|
F 441 Continued From page 13 Fd41| C. Nursing staff was
around the top of the concentrator and was nof inserviced by DON
| covered or labeled with a date it was changed. on 11-1-2011 & 11-3-11
) . . through sharing of survey
Reviaw of facllity policy "Resplratory Senmxes.ll results and the plan of
Prngram-"Oxygen dalivered by Nasal Cannulg”, correction regarding aerdsol
revealed ", _infection Contral: 1. Change tubing ] 11 infection control
and cannula every 7 days. Label each tubing with PO LGy A
date, time and your initials. 3. Change humidifier | guidelines and medicatioy
when empty or at least weekly..." administration guidelined.
Interview with the resident on October 18, 2011, D. Quality assurance |will
at 10:30 a.m,, in the resldent's room, revealed *...| audit and monitor complignce
use the portable and that machine. I've used that with aerosol poli Cy every
{the cancentlrlator) a coupla of times in the past 3 months ¥ 2 ~and PRN. The
two weeks... DON/ADON/ or designated
Interview with Registared Nurse (RN)#1 on apgc-}lnt?e Wlél : mc?nitoi_
Ocfober 20, 2011, at 10:16 a.m., in the resldent's ang catlon administration
room, confirmed the oxygen concentrator and compliance with infe¢tion
humidifier and tubing had not been changed control practices every
according to Infectian control poiicy. months X 2 and PRN. The gon-
J sultant pharmacist will
[ monitor compliance month ¥
] Observation on Oclober 17,2011, at 9:00 am,, X 3 then biannually dur ir{lg
i revealed Licensed Practical Nurse (LPN) #1 medication pass observation
| prepared medications for residant #539, to comply with F-441
| Continued observation revealed LPN #1 dropped guidelines.
| one tablet of Mstoprolol 50 mg (milllgram) and
‘ one tablet of Spironclactone 25 mg onfo the
; unclean medication cart; picked up each pifl with
the bare fingers, and placed them into the
medication cup. Confinued observation revealad
LPN #1 continued to add the other Clzan
| medications to the uncisan medications In the
Mmedicafion cup, Continued observation revegled
i LPN #1 administered the uncisan medications {o
resident #539,
|
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